An influential review in 2010 concluded that non-pharmacological multi-component interventions have positive effects on cognitive functioning, activities of daily living, behaviour and mood of people with dementia. Our aim here is to provide an up-to-date overview of research into psychosocial interventions and their impact on psychosocial outcomes. We focused on randomised controlled trials, controlled studies and reviews published between October 2008 and August 2015, since the earlier review. The search of PsychInfo, Medline and the Cochrane database of systematic reviews yielded 61 relevant articles, organised into four themes echoing key phases of the care pathway: Living at home with dementia (five reviews, eight studies), carer interventions (three reviews, four studies), interventions in residential care (16 reviews, 12 studies) and end-of-life care (three reviews, two studies), along with an additional group spanning community and institutional settings (six reviews, two studies). Community findings suggested that appointment of dementia specialists and attention to case management can produce positive outcomes; physical therapies, cognitive training and modified cognitive behaviour therapy also had a range of benefits. There was more limited evidence of positive benefits for people with dementia through interventions with family carers. Thirty-two articles focused on the management of 'behavioural symptoms' through a range of interventions all of which had some evidence of benefit. Also a range of multi-component and specific interventions had benefits for cognitive, emotional and behavioural well-being of people with dementia in residential settings, as well as for quality of life. Overall, interventions tended to be short term with impact only measured in the short term. We recommend further research on interventions to promote living well in the community post-diagnosis and to address end-of-life care. Development of psychosocial interventions would benefit from moving beyond the focus on control of behaviours to focus on wider aspects of life for people with dementia.
Introduction

The continuing need for research on psychosocial interventions
Most people who receive a diagnosis of dementia live with the condition for three to seven years post-diagnosis (Todd, Barr, Roberts, & Passmore, 2012) . Over this time, they and their relatives have to adapt to its increasing impact on cognitive capacities, as well as its secondary effects on everyday tasks, self-care, relationships and sense of self. This is especially challenging since adaptation takes place against a backdrop of continuing erosion of the same cognitive resources that enable coping. Those affected often receive poor services, which contributes to poor quality of life. In the face of this, continuing research into care and support interventions that have the potential to enhance quality of life and quality of care remains an important focus. This is illustrated by the priority setting exercise conducted by the UK Alzheimer's Society with the James Lind Alliance (Alzheimer's Society, 2013) . This consultation with people with dementia, their relatives, care and research organisations resulted in the generation of 10 research priorities notable for their focus on care as opposed to underlying biomedical mechanisms. Addressing such priorities, researchers with an applied psychosocial focus draw on both theoretical understanding and basic research to develop interventions, with the aim of enhancing functioning and well-being. In this article, we aim to give an overview of the current state of research in this field.
Psychosocial interventions harness the leeway that exists to promote well-being, in the absence of a cure. They contribute to enabling people with dementia to live well now. Much of the variability between individuals in their response to dementia can be explained by the interaction between cognitive impairment and a range of psychological and social factors, including the influences of a person's character, lifestyle and habits, their response to stress, their ways of coping and their ability to regulate their emotions; as well as the resources available to a person through significant others, as embodied in relationships and social networks, and the capacity of significant others to provide sensitive support and care. This breadth of view underpins the widely accepted bio-psycho-social model of dementia, also known as the enriched model or person-centred approach (Kitwood & Bredin, 1992) , and informs the development of psychosocial interventions.
Recent overviews of psychosocial research
In their review of non-pharmacological therapies for dementia, Olazara´n et al. (2010) reviewed 179 randomised controlled trials (RCTs) published up until September 2008. Olazara´n et al. grouped the studies according to the target of the intervention (person with dementia, caregiver, 'other') and, within these groups, categorised them according to the type of intervention (18, five and three types, respectively, in each group). They concluded that there was consistent high-quality evidence from multiple RCTs that multi-component interventions for caregivers delayed moves of those with dementia to institutional care. They also found that there was consistent evidence from at least two lower quality RCTs that multi-component interventions for those with dementia have positive effects on cognitive functioning, activities of daily living, behaviour and mood; multi-component interventions for those with dementia and caregivers have benefits for quality of life; cognitive training and cognitive stimulation enhance cognitive functioning; and training of professional caregivers enhances behaviour and reduces use of restraints.
The increasing volume of research in this field has also led to 'overviews of reviews', evaluating evidence for approaches that might be used by informal carers (Hulmeet al., 2010) , interventions used in long-term care (Vernooij-Dassenet al., 2010) and interventions to address psychiatric symptoms and challenging behaviour (Dickson et al., 2012) . These three overviews of Cochrane reviews as well as those published in peer-reviewed journals have considerable overlap in the reviews they consider, though Dickson et al. (2012) include six reviews that are not covered elsewhere. Hulme et al. (2010) and Vernooij-Dassen et al. (2010) cover the period up to 2009 (though the latter also included one additional review from 2010) and summarise 33 and 27 reviews, respectively. Dickson et al. (2012) consider 30 reviews published up until March 2011.
All three overviews found that there was evidence that physical activity for people living with dementia has benefits not only in reducing 'behavioural problems' in residential care, but also possibly more broadly, improving fitness, function and mood. Two of the three concluded that there is evidence for effectiveness of music (Dicksonet al., 2012; Hulme et al., 2010) , hand massage or gentle touch (Dicksonet al., 2012; Hulme et al., 2010) and behavioural management approaches (Dickson et al., 2012; Vernooij-Dassen et al., 2010) in reducing behavioural issues, and possibly depression, with most of the evidence being derived from studies in residential care settings. In addition, Vernooij-Dassen et al. (2010) concluded that there is evidence for the effectiveness of cognitive stimulation, while Dickson et al. (2012) concluded there is evidence for the likely effectiveness of staff and caregiver training and support and multi-sensory stimulation, and also that validation therapy was not likely to be effective. All three concluded that there was a lack of evidence for a wide range of other potentially beneficial approaches.
Aims
In light of the continuing rapid development of psychosocial interventions, in this article we aim to provide an up-to-date snapshot of the current state of the field by focusing on pertinent reports of high-quality research, and reviews, which have been published since Olazara´n et al.'s (2010) comprehensive overview of RCTs, and which were not covered by any of the three overviews of reviews (Dickson et al., 2012; Hulme et al., 2010; VernooijhDassen et al., 2010) . This is not a systematic and exhaustive review but a 'helicopter view' that aims to give a high level coherent narrative of current trends, gaps and issues in this broad and disparate field.
Method
Our approach was akin to that used for a scoping review with our purpose being similar to the first of four options put forward by Arksey and O'Malley (2005) : 'to examine the extent, range and nature of research activity; this type of rapid review [. . .] is a useful way of mapping fields of study where it is difficult to visualize the range of material that might be available' (p. 21). Armstrong et al. (2011) state that a scoping review is used to identify parameters and gaps in a body of literature; inclusion and exclusion criteria may be developed post hoc; quality is not an initial priority; the review may or may not involve data extraction; and the synthesis is typically more qualitative than quantitative.
Inclusion criteria
In order to focus only on papers with a certain degree of methodological rigour, we aimed to include recent peer-reviewed RCTs, controlled studies and reviews of psychosocial interventions published between October 2008 and August 2015, addressing care and support needs of people with dementia. Our principal interest was in interventions delivered through psychological and social means, although physical activity and environmental interventions were included if they considered impact on psychosocial outcomes. Only studies which considered psychosocial outcomes (cognitive functioning, emotional well-being, behaviour, level of functioning in everyday activities, quality of life) were included, with these outcomes for people with dementia being the same as those employed by Olazara´n et al. (2010) for their review. Basic research into psychosocial constructs, such as people's sense of self, awareness or ways of coping was excluded; as were reports of interventions directed primarily at carer well-being rather than that of people with dementia. We excluded opinion pieces, intervention protocols and quantitative studies that were uncontrolled or which had poor statistical power due to small sample size. Reviews were excluded if they had been included in any of the three overviews of psychosocial interventions that were introduced above.
Search strategy
To locate the studies, we undertook searches using the PsychInfo and Medline databases, as well as the Cochrane database of systematic reviews, searching for peer-reviewed articles published between October 2008 and end August 2015, with the start date being designed to follow on from the review by Olazara´n et al. (2010) . Groups of keywords were those connected with dementia, and those connected with psychosocial interventions, which were then used in combination. This search yielded 171 articles of which 64 met our criteria, 39 systematic reviews and 25 reports of original research. Three reviews (Forbes et al., 2008; O'Connor, Ames, Gardner, & King, 2009; Vasse, Vernooij-Dassen, Spijker, Rikkert, & Koopmans, 2010) had been included in the overviews of reviews by Dickson et al. (2012) or Vernooij-Dassen et al. (2010) and so were excluded.
Data extraction
We extracted and tabulated information from each paper concerning its aims, design/ method, outcome variables and findings. For empirical studies, information on design included the number of participants or where cluster randomised the number of units (e.g. care homes). For reviews, information on design included the number of studies included and whether these were RCTs or more inclusive.
Synthesis of findings
The papers were divided into four groups according to the stage of living with dementia. It was felt that organising the findings along the care pathway in this way would be pragmatically useful to service providers. The first group concerns interventions which were for people with dementia (sometimes along with a significant other or delivered via community or primary care staff) and aimed at helping people to live well at home in the community following diagnosis. The second group includes studies of interventions, which aimed to impact on the life of the person with dementia but which were carried out through a close caring relative or friend. The third group is of studies in care home settings and the final group is of studies specifically about interventions at end of life. A number of papers included mixed samples of people living at home and in care, in which place of care was not considered in analysis. These were included in a separate section of the review. The number of papers in each group is shown in Table 1 .
Findings
Interventions for people with dementia living in the community
We located eight RCTs and five systematic reviews published since Olazara´n et al.'s (2010) review and specific to providing direct interventions to support people with dementia to live at home (see Table 2 ).
None concerned the diagnostic process itself, though one review and one RCT focused upon primary care aspects of service provision, showing contrasting results. Meeuwsen et al. (2012) failed to show a difference between the quality of outcomes achieved by primary care services as opposed to specialist memory clinics from the carers' perspective, whilst the review (Perry et al., 2011) concluded that primary care-based services only impacted on the quality of dementia care and quality of life when there were specially appointed dementia care managers in the primary care setting as well as training for primary care staff (Vickrey et al., 2006) . There was little evidence of change in attitude or impact on the detection of dementia resulting from training of primary care staff per se, even though their knowledge improved (Perry et al., 2011) .
Three further papers (one review and two RCT) focused on broad approaches to postdiagnostic care, finding evidence that case management/care co-ordination had a range of benefits for people with dementia (Low, Yap, & Brodaty, 2011) , as did the appointment of dedicated dementia staff, along with staff training, in extra care housing (Brooker, Argyle, Scally, & Clancy, 2011) , and home-based care coordination improved quality of life and reduced time to transfer into care settings (Samus et al., 2014) . The review found that consumer-directed care increased satisfaction and use of community services but not outcomes; and that integrating care across health and social boundaries did not lead to explicit benefits (Low et al., 2011) . These findings add to evidence that the appointment Burgener et al. (2008) found no significant effect on depression but social groups improved self-esteem AD: Alzheimer's disease; ADLs: activities of daily living; IV: intervention; MCI: mild cognitive impairment; Pwd: people with dementia; QoL: quality of life; RCT: randomised controlled trials.
of dementia specialists and attention to case management in the community (not just the provision of training or the integration of services) can produce positive outcomes. The other papers in this group looked at the impact of more specific approaches (physical therapy, psychological therapy, cognitively focused therapies, social group interventions, dyadic interventions and dyadic reminiscence). Four out of 13 papers in a review of diverse physical therapies (Potter, Ellard, Rees, & Thorogood, 2011 ) assessed the impact on psychological factors, finding a degree of evidence for benefit. Farina, Rusted, and Tabet's (2014) review of six RCTs also found a positive impact of exercise on cognitive functioning. The papers on cognitively focused interventions (Kurz, Leucht, & Lautenschlager, 2011; Kurz et al., 2012) confirmed that those with mild to moderate dementia can learn or relearn but this does not generalise to everyday activity if cognitive training is not tailored to meaningful goals. Van't Leven et al. (2013) found that studies only found significant benefit when a specific aspect of functioning was focused upon, and Regan and Varanelli's (2013) review of 15 studies found that modified cognitive behavioural therapy had some efficacy in improving mood. Finally, an RCT of couple reminiscence (Woods, Aguirre, Spector, & Orrell, 2012) failed to show benefit for those with dementia or their carers, though it was suggested from a compliance analysis that there were benefits for people with dementia alongside raised anxiety for carers.
Mixed community and care sample studies
Eight papers were identified concerning samples spanning those living at home and those living in care (Table 3) .
Four of these reviewed current evidence across very diverse sets of studies, due to the lack of a body of focused research into the areas in question, which were: Interventions to enhance sense of self or identity (Caddell & Clare, 2011) , non-pharmacological interventions to enhance quality of life (Cooper et al., 2012) , the impact of physical activity on ADL performance (Blankevoort et al., 2010) , cognitive-focused interventions (Carrion et al., 2013) and occupational therapy (OT; Kim, Yoo, Jung, Park, & Park, 2012) . The conclusions drawn are inevitably tenuous but all these areas are promising enough to warrant more focused high-quality studies.
Two further reviews of specific areas yielded firmer conclusions: That multi-component behavioural interventions and bright light therapy for sleep led to improved sleep quality (Salami, Lyketsos, & Rao, 2011 ) and that cognitive stimulation had cognitive and wider psychosocial benefits . Carrion et al.'s (2013) review found that cognitive interventions such as reality orientation had significant positive effects on cognitive functioning in six of the nine studies reviewed and two studies found a positive impact of cognitive interventions on depression.
In addition to these reviews, a small RCT (Lam et al., 2010) comparing individualised activity programmes with general OT found some benefit on apathy and mood, and a larger RCT (Ferrero-Arias et al., 2011) also found reduced apathy from a multi-component intervention involving art, music and movement, although this did not impact upon disturbed or distressed behaviours.
Interventions with family carers
We located three reviews and three high-quality studies published since 2008 (Table 4) . (Menn et al., 2012) suggested that interventions focusing on cognitive reframing and support for carers have no effect on time to institutionalisation, and an RCT by De Rotrou et al. (2011) also had a negative result, indicating that psychoeducation for caregivers had no significant effect on the functional status of the person with dementia. Liddle et al. (2012) examined the effectiveness of a memory and communication training programme for caregivers in a pre-post, controlled study. Although caregiver knowledge of communication support strategies improved, the intervention failed to have a significant impact on the well-being of those with dementia. An RCT by Huang et al. (2013) found a home-based training programme improved carer preparedness, competence and selfefficacy. However, the programme had a limited impact on the person with dementia although it did reduce physically aggressive behaviour. However, a meta-analysis (Brodaty & Arasaratnam, 2012 ) and a systematic review (Corbett et al., 2012) both concluded that psychosocial interventions, including information provision for caregivers, reduced behavioural and psychological symptoms in people with dementia.
Interventions in residential care settings
We found 16 reviews and 13 studies focused on evaluating interventions in care settings published since Olazara´n et al.'s (2010) review. Of these 20 were primarily concerned with intervening to reduce behavioural problems. By contrast, only nine studies focused on the impact of interventions on the other outcomes. In the summary of findings below, we have first of all summarised studies addressing behavioural problems and have then considered those that address outcomes of cognition, everyday functioning (ADLs), mood and quality of life, respectively (see Table 5 ).
All except two of the papers which considered reduction of behavioural problems found at least some evidence for benefit. The interventions included staff training, multidisciplinary meetings and case conferences, manipulation of environmental cues, a wide range of psychosocial and sensory therapies, music therapy and yoga.
Regarding outcomes on cognitive functioning, music therapy (Blackburn & Bradshaw, 2014; Narme et al., 2014; Raglio et al., 2012) was not found to have a beneficial impact and the impact of physical activity was not convincing (Christofoletti et al., 2008) . However, cognitive rehabilitation techniques (Hopper, Carey, Caprio et al., 2013) , way-finding training (Letts et al., 2011) and individual reminiscence therapy (Subramaniam & Woods, 2013) had positive effects.
Multi-sensory (Collier, McPherson, Ellis-Hill, Staal, & Bucks, 2010) , multi-modal (Luttenberger, Donath, Uter, & Graessel, 2012) and environmentally based interventions (Padilla, 2011) were all found to have positive impacts on the performance of ADLs, as were activities based on the need-driven, dementia-compromised approach (Kolanowski, Litaker, Buettner, Moeller, & Costa, 2011) . This approach proposes that people living with dementia have needs in common with those without dementia (e.g. for purposeful activity or emotional security) but their ability to communicate these needs is compromised by cognitive impairment. In this context, people with dementia can gain satisfaction and lower expressed frustration when provided with personally tailored activities that are chosen to be appropriate for their abilities. Livingston et al.'s (2014) review of psychosocial interventions found person-centred care, communication and skills training, and dementia care mapping reduced agitation and had a sustained impact. Whilst physical therapy (Potter et al., 2011; Treusch et al., 2015) had no demonstrable impact on mood, Padilla (2011) concluded there was evidence for short-term modest benefit from the varied environmental interventions they reviewed, and Kolanowksi et al. (2011) and Subramaniam and Woods (2012) also concluded there were some positive benefits from reminiscence and need-based activities, in the latter case for general affect rather than depressed mood. Yoga also had a positive effect (Fan & Chen, 2011) .
Finally, regarding quality of life, benefit was noted from the only study of physical therapy in Potter et al.'s (2011) review that included quality of life as an outcome, as well as from reminiscence (Subramaniam & Woods, 2012) and needs-based activities (Kolanowski et al., 2011) . However, O 'Shea et al's. (2014) study found no significant impact of reminiscence on quality of life. A pilot RCT which trained staff to recognise awareness in residents with severe dementia found that carers perceived benefit for the person with dementia's quality of life though staff did not perceive any change (Clare et al., 2013) .
End-of-life care interventions Olazara´n et al.'s (2010) did not locate any studies of psychosocial interventions towards the end of life whereas our search found three systematic reviews and two studies (see Table 6 ).
Two reviews ( (Caplan, Meller, Squires, Chan, & Willett, 2006; Molloy, Silberfeld, Darzins et al., 2000) . Sampson et al.'s (2011) findings from a pilot RCT study did not support the efficacy of an ACP intervention. Hall, Kolliakou, Petkova, Froggatt, and Higginson's (2013) review of the effectiveness of multi-component palliative care service delivery interventions included three studies. The studies focused on process outcomes and some positive impact was found. Studies reported higher satisfaction (Casarett, Pickard, Bailey et al., 2005) , lower discomfort for the person with dementia (Kovach, Wilson, & Noonan, 1996) and fewer hospital admissions (Casarett et al., 2005) . Hanson et al.'s study (2011) found that decision aids reduced decisional conflict with regard to end-of-life feeding options.
Discussion
Dominance of research on reducing behavioural difficulties in residential settings
This review provides a snapshot of developments in research between 2008 and 2015 on psychosocial interventions for dementia. One finding which stands out is that many more studies were focused on intervention in care homes than on care in the community, and, within these the major focus was on management of 'challenging behaviour' and/or 'behavioural and psychological symptoms' of dementia (BPSD). BPSD is a term that describes a disparate collection of behaviours and emotional responses experienced or witnessed in people living with dementia that are not usually thought to be cognitive in nature (Ballard et al., 2001) . Many different interventions were found to produce reductions in BPSD, though in the case of reviews results varied across studies. With such a wide range of interventions being applied to such a non-specific construct, it is hard to tell the underlying mechanisms that produce benefit. The term BPSD itself can be criticised both because of its breadth (including issues as diverse as hallucinations, eating problems and restlessness) and because of its non-person-centred conceptualisation. It is possible that some effective interventions, such as yoga and music may reduce certain aspects of 'BPSD' through soothing and calming qualities, whilst staff training, case conferences and case reviews may reduce distress through enabling holistic person-centred care.
The terms BPSD and challenging behaviour cover disparate behaviours, some of which are connected with communication of distress or frustration (i.e. needs-driven dementiacompromised behaviours, Algase et al., 1996) whilst others are usually frank psychiatric symptoms (e.g. hallucinations). Some next logical steps in this area, which would take forward understanding of how various approaches impact on particular non-cognitive aspects of dementia care, could be to undertake studies that aim to focus separately on discrete aspects of BPSD rather than treating the broad spectrum of issues as a single construct.
In addition, as so much research is already available, we would argue that there is a pressing need to research effective ways of more widely implementing known good practice of the sort summarised above, for example testing whether ensuring the presence of dementia specialists (Brooker et al., 2012; Perry et al., 2011) , case conferences (Reuther et al., 2012) or staff training (Spector et al., 2013) provide effective ways of sustaining evidence-based care that avoids the development of behavioural distress.
Long term and sustainable interventions
Intervention studies that demonstrated positive change, both in residential care and community settings, often only provided immediate or short-term outcome data, and indeed many interventions lasted only 6-12 weeks. This limits conclusions and begs future research to address the sustainability and longer termer effects of intervention. In addition to work directly with people with dementia and their families, a number of papers considered systems-level interventions (primary care versus mental health care; case conferences; training of staff). Understanding how to gain changes in care culture is particularly important following the recent exposure of institutional-level failures (Francis, 2013) and further studies of this nature could help to transform quality of care.
Need for studies on care in the community, person-centred outcomes and end-of-life care
This overview suggests research continues to be concerned with control of behaviour in institutional settings, as opposed to either care in the community or enrichment of quality of life for people living with dementia. One good example of a study that aimed to improve quality of life for people with dementia in the community is Brooker et al.'s (2011) study on enriched opportunities for people living in extra care housing. This study rigorously tested a meaningful individually tailored intervention and the outcomes (quality of life, depression and moves to institutional care) reflect dimensions of life important to people with dementia, as well as to those 'managing' them. The small number of studies on end-of-life care reflects a need for further research on interventions to ensure best possible care for those with very advanced dementia.
High number of reviews
We found many more reviews than reports of high-quality empirical studies, reflecting a wish to take stock of the field, and perhaps also indicating areas in which groups are intending to carry out research. Several reviews (e.g. Kim et al., 2012; Lam et al., 2010) considered the effectiveness of OT interventions in particular. These serve to promote a profession that has a lot to offer the field. Without wishing to perpetuate professional divisions, this could perhaps usefully be emulated by other professions allied to medicine.
Areas lacking research
A number of reviews used sophisticated systematic methodology but identified so few papers that they could only conclude that there was insufficient evidence to draw conclusions (e.g. Forrester et al., 2014) . This lack of research was also reflected in reviews of disparate areas where researchers had clustered together varied studies (e.g. Caddell & Clare, 2011; Livingston et al., 2014; Richter, Meyer, Mo¨hler, & Ko¨pke, 2012) . Areas indicated through these routes as requiring further high-quality research studies include evaluation of the effectiveness of interventions to change behaviour of primary care practitioners, to enhance sense of self and identity, to maintain perceptual abilities and to look at the impact of physical therapy. Small-scale exploratory studies are being published in some of these areas, and this underlines that systematic reviews that include a wide bracket of studies of different designs can be useful in informing programmatic development (e.g. Letts et al., 2011) .
Need for designs that explain individual differences
The RCTs and controlled studies we reviewed generally met expected standards for design and allowed conclusions to be drawn about between-group differences. However, some authors (e.g. Woods et al., 2012 , in relation to reminiscence; Kolanowski et al., 2011, in relation to activities for those in care homes) drew attention to individual variability in outcomes, as might be expected given participants' unique life histories, experiences and temperaments. The designs and analyses that were employed were not usually sophisticated enough to explain individual variability in response. Designs based on theoretical models (e.g. adjustment models, pathways to care, the enriched model of dementia) and sophisticated techniques (path analysis, compliance analyses) would be helpful in moving beyond demonstration of small general differences to assisting understanding of who benefits from what, enabling targeting of services to those most likely to gain benefit. Amongst the papers that paid good attention to theoretical conceptualisation of interventions were those by Brooker et al. (2011) and Kolanowski et al. (2011) . Further theory-driven work would help to move the field forwards.
Limitations
This review has a number of limitations. It is possible that our search terms may have led to the omission of research in specialist areas that were not captured by the relatively general search terms. However, it is acceptable for searches for this type of overview to take a broad stance (Armstrong et al., 2011) . In addition, although we focused on controlled studies and systematic reviews, we did not carry out methodological evaluation of the papers that were included in the many reviews. To enable transparency on this point, we have indicated the number of RCTs included in each review. Twenty-six reviews comprised all, or a majority of, RCTs with five covering a minority and three including none. These three reviews included two where random allocation would pose ethical issues (moving to a profit or not-for-profit care setting, and end-of-life care) and one from the emergent area of cognitive rehabilitation where within-subject designs have been common.
Conclusion
The Interdem Manifesto, produced by a European network of dementia care researchers (Moniz-Cook, Vernooij-Dassen, Woods, Orrell, & Network, 2011) stresses the progress that has been made in the development and rigorous evaluation of psychosocial interventions. The manifesto recommended that future research should focus on interventions which add to purpose, pleasure, dignity and autonomy of people with dementia; both build and draw on theoretical conceptualisations; use appropriate outcome measures, especially to assess costs and value; consider how to facilitate widespread implementation; and ensure international learning and collaboration.
The years since 2008 have seen considerable advances in the evidence base for psychosocial interventions. Echoing some of the recommendations of the Interdem Manifesto, there is still a pressing need for future research to focus on aspects of quality of life for people with dementia that go beyond reducing behavioural distress, to design and test interventions based on theoretical frameworks, and to consider how to facilitate widespread implementation. People with dementia and their families need further research focused on the two ends of the dementia trajectory, living well in the community with early dementia, and maintaining quality of care at the end of life. Additional research on systems issues could help to ensure we know how to apply knowledge in practice in a way that changes culture and ensures sustained person-centred care.
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